his opening address upon the subject of " Intrinsic Dysmenorrhcea," mentions that dysmenorrhoea may be due to " divided states of the uterus, due to imperfect fusion of the Miillerian ducts." I record the following case to-night as it presents a striking example of dysmenorrhcea due to such a cause.
June, 1921, on account of severe dysmenorrhcea. Her menses began at the age of 19, and were regular every twenty-eight days: no clots nor membranes were noticed. The dysmenorrhaea was initial in onset, worse on the first and second days of the flow, spasmodic in character and referred to the left iliac fossa mainly; the pain was so severe that it was accompanied by vomiting, diarrhcea and faintness. The pain did not occur at every month in this intense form, but no definite periodicity of the pain was elicited. There was no history of vaginal discharge. Many drugs had been tried by her own doctor to relieve the pain but with no effect.
As she appeared otherwise healthy and well developed I decided to examine her under an antesthetic, and if necessary to dilate the cervical canal. At the examination it was noted that there was a small hard rounded mass about the size of a bantam's egg attached to the left wall of the uterus; apart from this no abnormality was detected in connexion with the vagina, cervix, uterus or the appendages. The uterine sound passed 22 in. The cervical canal was dilated by metal dilators up to No. 12. No relief, however, from the dysmenorrhoea was obtained. I saw her again a year later, in June, 1922, and on examination found that the small mass already noted on the left side of the uterus had considerably enlarged. Laparotomy was advised in order to ascertain the nature of the mass, and in order to remove it if possible.
Upon the abdomen being opened the body of the uterus appeared to be of usual size, and the normal attachments of the right tube and round ligament could be seen. At the corresponding point on the left side of the uterus the left tube and round ligament were found to be absent, while at a slightly lower level there was a rounded firm mass about the size of a tangerine orange. Attached to the surface of the mass the left round ligament was seen, together with the Fallopian tube and ovary.
The mass was removed; no communication between it and the uterine cavity was noted. The left tube and ovary were not excised.
The patient has not suffered from dysmenorrhoea since the operation. The specimen so obtained consists therefore of the mass only. The absence of the round ligament, Fallopian tube and ovary, and the present shrunken appearance due to the preserving solution, detract from the value of the mass as a specimen, but I did not feel justified in removing it together with the left appendages.! In the recent state the mass was rounded in shape, smooth in outline, of the same colour as the uterus and covered by peritoneum. It measured 10 in.
in circumference and 21 in. at its greatest width. At one spot on its outer surface (marked by a coloured rod) the retracted stump of the left round ligament and tube can be seen. It has been laid open to show the cavity. The wall appeared to be composed of dense fibromuscular tissue, and was about I in. in thickness in some places.
The cavity was about 2 in. in length, and contained about 11 oz. of dark non-clotted viscid fluid. Examination of this fluid showed it to consist of altered blood and mucus.
Microscopic section of the wall showed unstriped muscle fibres and fibrous tissue, covered in some places by endometrium. The endometrium, where present, is flattened in some places, in others the glands appear dilated and show round-celled infiltration.
Although it is well recognized that haematometra of one horn of a bicornute uterus may cause dysmenorrhcea, I have been unable to find any record of an exactly similar case.
Blair Bell, in his address on " Intrinsic Dysmenorrhcea " already referred to, reports only one somewhat similar case (Journal of Obstetrics and Gyna3cology of the British Empire, vol. xxx, No. 2, p. 147).
His description is as follows: "E. F. consulted me in 1913. She was then 29 years of age. She had commenced to menstruate at the age of 15. Her menstrual cycle was 21--.5 without pain.
She married and had two children. When I saw her she had been suffering for some time with severe left-sided dysnienorrhcea and pain on the left side. Six months previously her appendix had been removed and the right ovary fixed in position. On examination nothing abnormal was discovered, but her pain was so severe that I felt further exploration was necessary. WVhen laparotomy had been performed I discovered a small horn jutting out from the left cornu of the uterus. This I removed with the corresponding tube and ovary, which was cystic. From that time the dysmenorrhoea completely disappeared."
But it will be noted that in this case although there was dysmenorrhcea associated with a rudimentary horn of a bicornute uterus, there was, however, no haematometra of this horn.
In the discussion which followed Professor Blair Bell's address, Mr. Christopher Martin mentioned (loc. cit., p. 235) a case more closely resembling the one I have recorded to-night, although the uterus was in his case uterus bicollis. His description is as follows:-"One case he remembered was that of a double uterus. On one side the cervix was patent, and on the other it was occluded, with distension of the uterus with retained menses. There was very severe dysmenorrhcea on the side of the occluded uterus, which was relieved by freely opening the hsmatometric sac, letting out the retained menstrual blood and suturing the lining of the sac to that of the vaginal mucous membrane. The cure was immediate and permanent."
Dr. H. RUSSELL ANDREWS said that he saw Dr. Lewers operate on a case similar to that of Dr. Barris, about twenty-five years ago-one of severe dysmenorrhaea due to an undeveloped uterine horn, which contained some retained menstrual blood.
